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Background: Chronic diseases are more prevalent among older 
people. These illnesses require seeking continuous medical services 
which oftentimes have spill-over effects on the financial situation of in-
dividuals and households. Objective: To describe the chronic disease 
profile, health utilization and self-reported financial situation of older 
people in a rural population. Methods: Cross-sectional data from 
South Africa Wellbeing and Older People Study (WOPS)-wave 2 was 
utilized for this study. The survey included 519 respondents and was 
carried out between April 2013 and August 2013. Descriptive statis-
tics was used to report respondents’ socio-economic characteristics, 
chronic disease profile, health utilization patterns, hospitalizations 
and access to medical and non-medical financial aid. Chi square test 
was conducted to examine the factors associated with chronic dis-
eases and self-reported financial situation at 5% level of confidence. 
Results: The mean age of respondents was 62 years. Of the respon-
dents, 259 (50%) had hypertension and 122 (24%) had arthritis, twen-
ty-two (4%) had stroke, 43 (8%) had diabetes, 25 (5%) hade asthma, 
10 (2%) had heart disease and 6 (1%) had cancer. Following the expe-
rience of a health problem, 119 (46.67%) adopted self-medication and 
36 (14.12%) consulted traditional healer. Four hundred and fifty-four 
(97.63%) respondents received no financial aid for buying drugs and 
paid out-of-pocket. Also, 452 (97.41%) had no access to financial aid to 
pay for hospital bills. Risk factors like tobacco use (χ2 =6.77, p=0.009) 
and alcohol consumption (χ2 = 8.90, p= 0.003) were also associated 
with hypertension. Also, being hospitalized in the last 1 year (χ2 = 8.15, 
p=0.017) was associated with whether households’ financial condition 
got better, remained the same or got worse. Having chronic disease (χ2 
= 7.68, p= 0.022) was similarly significantly associated with self-report-
ed financial situation. Conclusions: The burden of chronic disease 
was high among older persons in this study. The study provided evi-
dence that suggests that unearned income such as government grants 
and transfers as well financial supports from individuals’ families and 
acquaintances can provide some form of insurance against worsening 
financial condition among older people.
Folashayo Adeniji
Department of Health Policy & Management, Faculty of Public Health, College of Medicine, 
University of Ibadan
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Introduction 
Chronic diseases are usually prolonged health 
conditions which often lasts for more than one 
year. The disease condition can only be 
managed rather than cured [1]. Consequently, 
these illnesses require seeking continuous 
medical services which oftentimes have spill-
over effects on the financial situation of 
individuals and households [2]. Similarly, 
persons ailing from chronic diseases experience 
a reduction in health-related quality of life as well 
as a decline in major activities of daily living, 
including reduced economic productivity which 
can potentially cause further deterioration of the 
financial condition of the households in which 
such individuals live, especially when the ailing 
person is the breadwinner [3,4].  
Globally, chronic diseases-cardiovascular 
disease, diabetes, respiratory problems 
(including asthma and chronic obstructive 
pulmonary disease (COPD)), cancer, HIV/AIDS, 
arthritis, etc., represent major threats to 
population and public health, accounting for a 
large share of morbidity and mortality [5].  
According to the World Health Organization 
(WHO), chronic diseases are responsible for 
almost 70% of all deaths around the world and 
these deaths remain disproportionately high in 
low-and-middle-income countries (LMICs) [6].  
Worse still, these deaths occur during the 
productive years of individuals in LMICs. In 2005 
alone, chronic diseases accounted for about 
50% of the total disease burden in LMICs [7].   
In particular, older persons are often 
predisposed to chronic diseases due to the 
aging process and prolonged exposure to 
several risk factors like tobacco use, sedentary 
lifestyle/physical inactivity, harmful use of 
alcohol and unhealthy diet. Research has shown 
that the prevalence and incidence of chronic 
conditions are steeply related to increase in age 
and that aging remains the greatest risk factor 
for many chronic diseases [8].  A study 
conducted in the United States showed that a 
larger number of patients with chronic diseases 
were aged 65 years and above [9].  Also, a 
recent WHO report revealed that the current 
proportion of global population that is 60 years 
and above will almost double by 2050, from 900 
million to 2 billion which is about 10% increase 
[10]. At this time, 80% of older persons will be 
residing in LMICs [10].   
Despite the growing population of older people 
in LMICs and the huge economic burden posed 
by the condition, the impact of chronic disease 
on the financial condition of older persons and 
their families in LMICs has not been well 
researched in the literature. Therefore, this study 
describes the chronic disease profile, health 
utilization and self-reported financial situation of 
older people in a rural population in sub-Saharan 
Africa (SSA). This is done with the aim that 
findings from this study will support full and 
compulsory financial protection for the elderly in 
SSA.  
Materials and Methods 
Study design 
Cross-sectional data from South Africa 
Wellbeing and Older People Study (WOPS)-
wave 2 was utilized to achieve the objectives of 
this study. The WOPS was designed and 
implemented by the WHO and the Africa Centre 
for Health and Population Studies to describe 
the roles and health issues of older persons (50 
years and above) who are either HIV positive 
themselves or have children/wards living with 
HIV. The survey was carried out between April 
2013 and August 2013. Information elicited in 
the survey includes respondents and household 
characteristics; chronic condition and health; 
health care utilization; care giving and care 
receiving; risk factor exposures; HIV experience; 
health measures- anthropometric 
measurements, blood samples (to measure 
health risk biomarkers), blood pressure reading, 
hand grip strength, near and distant vision, gait 
speed and cognition. Details regarding 
background, methodology, and instruments are 
available elsewhere [11].  
Data collection 
A structured questionnaire adapted from the 
WHO Study on Global AGEing and Health 
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(SAGE) and face-to-face interviews were used 
to collect data from adults aged 50 and above. 
The questionnaire was translated from English 
language to Zulu, the local language, and then 
back-translated. Three research assistants 
(professional nurses) who were themselves 
aged 60-plus, fluent in Zulu and from the study 
location were recruited to collect data [12]. 
These research assistants were made to 
undergo a 5-day intensive training. Prior to data 
collection, a pre-test of the instrument was 
conducted. A 10% sample of the total sample of 
the study was used for the pilot study and all 
respondents who were part of the pilot study 
were excluded in the main study. Interviews took 
an average of 60 and were conducted using 
Zulu. Also, data quality was ensured by cross-
checking for incomplete or missing data and 
data entry programme was used to detect 
inconsistencies and errors. 
Study sample 
The WOPS is a sub-population longitudinal 
study that has implemented three (3) waves in 
rural sub-district of Hlabisa, Kwazulu Natal 
Province, South Africa. The survey used a 
multistage and stratified random sampling to 
recruit respondents. Respondents were 
stratified into five groups and sampled as 
follows: group 1 included older people 
undergoing HIV treatment (Antiretroviral 
treatment (ART)) for a period of 1 year or more 
in 2010 when wave 1 was carried out; group 2, 
older people not receiving HIV treatment or have 
received treatment for 3 months or less in 2010; 
group 3, older people with an offspring aged 14-
49 years that is HIV positive in 2010; group 4, 
older people whose household member died as 
a result of HIV in 2010; group 5, older people not 
on treatment due to HIV or were on treatment for 
3 months or less in 2013 when wave was 
implemented. Thus, wave 2 survey followed-up 
participants from wave 1 and added more 
samples for wave 2 to make up for those who 
died in between the 2 waves.  A sampling frame 
used by the Hlabisa HIV care and Treatment 
database (ARTeMIS) and the Africa Centre 
Longitudinal surveillance system was adopted. 
A two-stage sampling was adopted to sample 
respondents in stage 1,2 and 5. For stage one, 
individuals meeting the inclusion criteria were 
identified from Hlabisa treatment programme 
and 100 participants for each group were 
randomly recruited in stage 2. In total, 519 were 
sampled in wave 2 [11].  
Outcome variables 
The outcome variables in this study are chronic 
disease profile, health care utilization and 
financial situation. In the survey, respondents 
were asked to report their financial situation in 
the last three years prior to the survey and to 
state whether it got better, worse or stayed the 
same.  
Statistical analyses 
Descriptive statistics-proportions, percentages 
and bar chart were used to report respondents’ 
socio-economic characteristics, chronic disease 
profile, health utilization patterns, 
hospitalizations and access to medical and non-
medical financial aid. Households with a 
member or members ailing as a result of any 
chronic diseases was allocated 1 and 0, if 
otherwise. Body mass index (BMI) was 
calculated using the cutoff proposed by WHO 
Centres for Disease Control and Prevention [13]. 
Chi square test was conducted to examine the 
factors associated with chronic diseases and 
financial situation. All statistical analyses were 
performed using STATA version 15.1. 
Results 
Socio-economic characteristics of 
participants 
The socio-demographics, as well as economic 
characteristics of 519 study participants, are 
reported in table 1. The mean age of 
respondents was 62 years and the proportion of 
participants within different age groups at the 
time of the survey were 50-59 years (249, 
48.07%), 60-69 years (150, 28.96%) and 70-
plus years’ participants were the fewest (119, 
22.97%). Majority were females (77.26%) and 
the level of education among participants was a 
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little low as 250 (48.26%) had no education. 
Ninety-one (17.57%) and 108 (20.85%) had 
completed junior and senior preparatory school, 
respectively while 69 (13.32%) had high school 
certificate.  Also, 246 (47.49%) respondents 
were either separated, widowed or divorced. 
Also, 136 (26.25) were married and another 136 
(26.25%) were not married. With regards to 
respondents’ economic characteristics, 47 
(9.16) older persons had no income source. 
Thirty- three (6.43%) got income from self-
employment and 68 (13.26%) had formal job as 
their source of income. However, majority, 65 
(71.15%), lived on government grants. Two 
hundred and sixty-three (50.97%) reported that 
their current financial situation was much worse 
compared with what it was 3 years prior to the 
study and 213(41.28%) reported no difference in 
their financial situation. Only 40 participants 
reported that they had better financial 
experience in the last three years. Similarly, 136 
(26.31%) reported that they do not have enough 
money to meet their needs but 288 (55.7%) 
reported that they had little money to meet their 
needs. Ninety-three (17.99%) reported having 
moderate or complete financial resources to 
meet their daily needs. Also, 396 (76.89%) were 
receiving government grant at the time of the 
study. 
Chronic disease profile 
Figure 1 shows the chronic disease profile of 
older persons in rural, South Africa. Of the 
respondents, 259 (50%) had hypertension and 
122 (24%) had arthritis. Twenty-two (4%) had 
stroke, 43 (8%) had diabetes, 25 (5%) had 
asthma, 10 (2%) had heart disease and 6 (1%) 
had cancer. 
Health utilization and hospitalization 
Table 2 show health care utilization and 
hospitalization among older people in rural 
South Africa. Four hundred and seventy-three 
(92.02%) respondents had access to health care 
services the last time they needed it. In the last 
12 months preceding data collection, 255 
(49.13%) had health problem. Following the 
experience of health problem, 119 (46.67%) 
adopted self-medication and 36 (14.12%) 
consulted traditional healer. Of the respondents 
who had health problem, 31 (12.16%) sought 
health care in government owned hospital while 
9 (3.52%) accessed private hospital. Thirteen 
(5.10%) visited pharmacy store and 47 (18.43%) 
did not seek care at all. Fifty-three (1021%) 
respondents were hospitalized in the last 12 
months before the study and of these, 37 
(72.55%) were hospitalized once. Eleven 
(21.57%) were hospitalized twice while only 3 
(5.88%) had more than 3 hospitalizations. Also, 
for the indexed hospitalization, 50 (94.34%) 
were hospitalized in government owned facility 
and 3 (5.66%) in private hospitals. Majority of the 
hospitalized respondents 31 (63.27%) received 
health care for free (i.e. medical bills paid by the 
government), 10 (20.14%) paid out-of-pocket, 5 
(10.20%) had their bills settled by their son or 
daughter while 3 (6.12%) paid through other 
family relatives. 
Medical and non-medical financial aid 
Table 3 reports the access to financial aid for 
medical and non-medical consumption among 
older people in rural, South Africa. Four hundred 
and fifty-four (97.63%) respondents received no 
financial aid for buying drugs and paid out-of-
pocket. Also, 452 (97.41%) had no access to 
financial aid to pay for hospital bills. For the 
consumption of non-medical goods, 389 
(83.66%), 204 (43.87%), 212 (45.69%) and 120 
(25.86%) had access to financial aid to buy food, 
buy clothes, pay for transportation and pay for 
school expenses, respectively. Also, 113 
(36.93%) reported they find it very difficult to get 
financial aids to meet their needs. One hundred 
and thirty (42.48%) reported that they usually 
face moderate difficulty in accessing financial 
aid while 63 (20.59%) readily get financial aid. 
Correlates of chronic disease 
The factors associated with chronic disease 
among participants are reported in Table 4a. 
Respondents’ sex was significantly associated 
with chronic diseases (χ2 =37.34, p= <0.001), as 
the prevalence of the conditions was higher 
among female individuals. However, age (χ2 = 
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3.11, p= 0.211), the level of education and 
current marital status (χ2 = 2.30, p=0.316) were 
not associated with chronic diseases. Body 
mass index (BMI) (χ2 = 7.27, p= 0.064), tobacco 
use (χ2 = 3.63, p=0.057) were not significantly 
related to chronic disease at the standard 5% 
level of significance but were significant at 10%. 
Alcohol consumption was not independent of 
chronic diseases (χ2 = 8.29, p= 0.004).  Table 4b 
shows the factors related to arthritis among 
respondents. Unlike when all the chronic 
diseases were combined in Table 4a, age group 
was significantly associated with having arthritis 
(χ2 = 19.70, p=<0.001). Also, sex was 
significantly associated with having arthritis (χ2 
=13.08, p= <0.001). Hospitalization in the last 12 
months (χ2 = 3.89, p= 0.049) was associated 
with chronic disease. Other factors such as 
education status (χ2 = 1.24, p= 0.744), marital 
status (χ2 = 0.19, p=0.908) and BMI (χ2 =5.99, 
P=0.117) were not significantly related to having 
arthritis. To have ever used smoked or 
smokeless tobacco was also independent of 
having arthritis (χ2=1.09, p=0.297). Age group 
and sex of respondents, in Table 4c, were 
significantly related to coming down with 
hypertension (χ2 = 9.95, p=0.007) and (χ2 = 
44.95, p= <0.001). Neither education level (χ2 
=3.57, p= 0.312) nor current marital status (χ2 
=1.65, p=0.438) of participants was associated 
with hypertension. Risk factors for many chronic 
diseases such as tobacco use (χ2 =6.77, 
p=0.009) and alcohol consumption (χ2 = 8.90, p= 
0.003) were also associated with hypertension.  
 
Table 1: Socio-economic characteristics of older persons in rural South Africa, Wellbeing of 
Older People Study (WOPS)-wave 2 
Variables                    N (%) 
Sex 
Male                                 118 (22.74) 
 Female               401 (77.26) 
Total                519 (100.00) 
 
Age group 
 50-59 years              249 (48.07) 
 60-69 years              150 (28.96) 
 70 and above years             119 (22.97)  
Total                518 (100.00) 
Mean age               62 years 
Highest educational level attained 
No education                          250 (48.26) 
Junior preparatory             91 (17.57) 
Senior preparatory             108 (20.85) 
High school              69 (13.32) 
Total                518 (100.00) 
 
Current marital status 
 Married               136 (26.25) 
 Separated/widowed/divorced            246 (47.49) 
 Not married              136 (26.25) 
Total                518 (100.00) 
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Main source of income 
 No income source             47 (9.16) 
 Self-employment             33 (6.43) 
 Formal job              68 (13.26) 
 Government grants             365 (71.15) 
Total                513 (100.00) 
 
Financial situation of household compared to 3 years ago 
 Much worse              263 (50.97) 
 About the same              213 (41.28) 
 Better               40 (7.75) 
 
Have enough money to meet needs 
 Not at all              136 (26.31) 
 A little               288 (55.71) 
 Moderate -complete             93 (17.99) 
Total                517 (100.00) 
 
Receiving government grants 
No               119 (23.11) 
Yes               396 (76.89) 
Total                515 (100.00)  
 
 
Figure 1: Chronic disease profile of older people in rural, South Africa, Wellbeing of Older 
People Study (WOPS)-wave 2 
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Table 2: Health care utilization and hospitalization among older people in rural South Africa, 
Wellbeing of Older People Study (WOPS)-wave 2 
Variable          N (%) 
 
Accessed healthcare the last time needed 
  No         41 (7.98) 
  Yes         473 (92.02) 
Total           514 (100.00) 
 
Had health problem in the last 12 months 
  No         259 (49.90) 
  Yes         255 (49.13) 
Total           514 (100.00) 
 
Hospital seeking behaviour after health problem 
    Government hospital       31 (12.16) 
Private hospital        9 (3.53) 
Consulted traditional healer      36 (14.12) 
Self-medication/took medicine      119 (46.67) 
Visited pharmacy/chemist/drug store     13 (5.10) 
Did not visit any clinic       47 (18.43) 
Total           255 (100.00) 
 
Hospitalized in the last 12 months 
  No         466 (89.79) 
  Yes         53 (10.21) 
Total           519 (100.00) 
 
Number of times hospitalized in the last 12 months 
  Once         37 (72.55) 
  Twice         11 (21.57) 
  Thrice and above       3 (5.88) 
Total           51 (100) 
 
Type of facility admitted to during hospitalization in the last 12 months 
Government hospital         50 (94.34) 
Private hospital          3 (5.66) 
Total           53 (100.00) 
 
Person who paid for hospitalization 
  Self         10 (20.41)  
  Government        31 (63.27) 
  Son/daughter        5 (10.20) 
  Other relative        3 (6.12) 
Total           49 (100.00) 
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Table 3: Access to financial aid for medical and non-medical consumption among older 
people in rural South Africa, Wellbeing of Older People Study (WOPS)-wave 2 
Variable          N (%) 
Received financial aid for:  
Medicine/drugs 
   No        454 (97.63) 
   Yes        11 (2.37) 
Total           465 (100.00) 
 
Hospital fees 
   No        452 (97.41) 
   Yes        12 (2.59) 
Total           464 (100.00) 
 
Food consumption 
   No        76 (16.34) 
   Yes        389 (83.66) 
Total           465 (100.00) 
 
Clothing 
   No        261 (56.13) 
   Yes        204 (43.87) 
 
  Transportation 
   No        252 (54.31) 
   Yes        212 (45.69) 
Total           464 (100.00) 
 
  School expenses 
   No        344 (74.14) 
   Yes        120 (25.86) 
Total           464 (100.00) 
 
Difficulty faced in accessing financial aid 
   Very difficult       113 (36.93) 
   Moderately difficult      130 (42.48) 
   Not difficult       63 (20.59)) 
Total           306 (100.00) 
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Table 4a: Factors associated with chronic disease among older people in rural South Africa, 
Wellbeing of Older People Study (WOPS)-wave 2 
Variable     Chronic disease                
                No (%)  Yes (%) Chi-Square  p-value 
Age group (in years)             
50-59    89 (35.74)         160 (64.26)       
60-69    58 (38.67) 92 (61.33) 3.11   0.211 
>=70    34 (28.57) 92 (61.33)     
 
Sex 
Male    69 (58.47) 49 (41.53)       
Female    112 (27.93) 289 (72.07) 37.45   <0.001 
 
Highest educational level 
Attained    
No education   87 (25.27) 163 (65.20)     
Junior preparatory school 23 (39.81) 68 (74.73) 5.41   0.144  
Senior preparatory school 43 (39.81) 65 (60.19)  
High school   27 (39.13) 42 (60.87)  
 
Current marital status 
Married                53 (38.97) 83 (61.03)    
Separated/widowed  78 (31.71) 168 (68.03) 2.30   0.316  
Not married   50 (36.76) 86 (63.24) 
 
Hospitalized in the last 1 yr 
No    169 (36.27) 297 (63.73) 3.89   0.049 
Yes    12 (22.63) 41 (77.36)  
 
Body Mass Index 
Underweight   21 (31.34) 46 (68.66) 
Normal    69 (43.40) 90 (56.60) 7.27   0.064 
Overweight   38 (31.93) 81 (68.07)    
Obese    53 (30.64) 120 (69.36) 
 
Ever used smoked or  
Smokeless tobacco 
No    151 (33.48) 300 (66.52) 3.63   0.057 
Yes    30 (45.45) 36 (54.55) 
 
Ever consumed a drink 
That contains alcohol 
No    129 (31.77) 277 (68.23) 8.29   0.004  
Yes    52 (46.43) 60 (53.57) 
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Table 4b: Factors associated with having arthritis among older people in rural South Africa, 
Wellbeing of Older People Study (WOPS)-wave 2 
Variable     Arthritis                
                No (%)  Yes (%) Chi-Square  p-value 
Age group (in years)             
50-59    170 (68.55)         78 (31.45)      
60-69    118 (79.19) 31 (20.18) 19.70   <0.001 
>=70    106 (89.08) 13 (10.92) 
 
Sex 
Male    104 (88.89) 13 (11.11) 13.08   <0.001 
Female    291 (72.75) 109 (27.25) 
 
Highest educational level 
Attained    
No education   191 (76.40) 59 (23.60) 
Junior preparatory school 66 (72.53) 25 (27.47) 1.24   0.744 
Senior preparatory school 84 (79.25) 22 (20.75) 
High school   53 (76.81) 16 (23.64) 
 
Current marital status 
Married   104 (76.47) 32 (23.53) 
Separated/widowed  186 (75.61) 60 (24.39) 0.19   0.908 
Not married   104 (77.61) 30 (22.39) 
 
Body Mass Index 
Underweight   51 (76.12) 16 (23.88) 
Normal    132 (83.02) 27 (16.98) 
Overweight   86 (72.88) 32 (27.12) 5.99   0.112 
Obese    125 (72.67) 47 (27.33) 
 
Ever used smoked or  
Smokeless tobacco 
No    346 (77.06) 103 (22.94) 
Yes    47 (71.21) 19 (28.79) 1.09   0.297 
 
Table 4c: Factors associated with hypertension among older people in rural South Africa, 
Wellbeing of Older People Study (WOPS)-wave 2 
Variable     Hypertension                
                No (%)  Yes (%) Chi-Square  p-value 
Age group (in years)             
50-59    141 (56.63) 108 (43.37)      
60-69    71 (47.65) 78 (52.35) 9.95        0.007  
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>=70    47 (39.50) 72 (60.50)     
 
Sex 
Male    91 (77.12) 27 (22.88)       
Female    168 (42.00) 232 (58.00) 44.95   <0.001   
 
Highest educational level 
Attained    
No education   117 (46.80) 133 (53.20)     
Junior preparatory school 45 (49.45) 46 (50.55) 3.57   0.312   
Senior preparatory school 55 (51.40) 52 (48.60)  
High school   41 (59.42) 28 (40.58)  
 
Current marital status 
Married    74 (54.41) 62 (45.59)    
Separated/widowed  117 (47.56) 129 (52.44) 1.65   0.438 
Not married   68 (50.37) 67 (49.63) 
 
Body Mass Index 
Underweight   29 (43.28) 38 (56.72) 
Normal    93 (58.49) 66 (41.51) 8.19   0.042 
Overweight   61 (51.26) 58 (48.74)    
Obese    76 (44.19) 96 (55.81) 
 
Ever used smoked or  
Smokeless tobacco 
No    216 (48.00) 234 (52.00) 6.77   0.009 
Yes    43 (65.15) 23 (34.85) 
 
Ever consumed a drink 
That contains alcohol 
No    189 (46.67) 216 (53.33) 8.90   0.003 
Yes    70 (62.50) 42 (37.50) 
 
Factors related to household self-reported 
financial situation 
The factors associated with household financial 
situation are shown in table 5. Socio-economic 
characteristics such as age (χ2 = 13.69, p 
=0.008), sex (χ2 = 6.93, p = 0.031), current 
marital status (χ2 = 19.47, p=0.001, source of 
household income (χ2 = 89.33, p= <0.001), and 
access to government grant (χ2 = 13.79, p= 
0.001) were significantly associated with the 
financial situation of households in the last three 
years. Also, being hospitalized in the last 1 year 
(χ2 = 8.15, p=0.017) was associated with 
whether households’ financial condition got 
better, remained the same or got worse. Having 
chronic disease (χ2 = 7.68, p= 0.022) was 
similarly significantly associated with the 
financial situation of respondents but whether 
there is a member or members infected and/or 
affected by HIV (χ2 = 2.93, p= 0.31) was 
independent of households’ financial situation. 
Households’ education level (χ2 = 4.97, p=0.547) 
was related to financial situation. 
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Table 5: Factors associated with self-reported financial situation among older people in rural 
South Africa, Wellbeing of Older People Study (WOPS)-wave 2 
Variable         Financial situation of household  
     compared to 3 years ago               
           better (%)        the same (%)    much worse (%)        Chi-Square       p-value 
Age group (in years)             
50-59            13 (5.24)      94 (37.90)       141 (56.85)      
60-69            11 (7.38)      73 (48.99)       65 (43.62)  13.69  0.008 
>=70            16 (13.56)      46 (38.98)       56 (47.46)     
 
Sex 
Male                                            5 (4.24)      60 (50.85)       53 (44.92)  6.93               0.031 
Female    35 (8.79)   153 (38.44)       210 (52.76)     
 
Highest educational  
level Attained    
No education             18 (7.20)       97 (38.80)           135 (54.00)    
Junior preparatory school        8 (8.89)          44 (48.89)           38 (42.22)  4.97                   0.547  
Senior preparatory school        7 (6.60)         42 (39.62)            57 (53.77)  
High school             7 (10.14)       30 (43.48)           32 (46.38)        
 
Current marital status 
Married                        12 (8.96)       68 (50.75)              54 (40.30)      
Separated/widowed          26 (10.61)     93 (37.96)              126 (51.43) 19.47  0.001  
Not married            2 (1.47)         51 (37.50)          83 (61.03) 
 
Source of household income 
Self-employed             2 (6.06)         10 (30.30)          21 (63.64) 
Formal job            19 (27.94)     36 (52.94)             13 (19.12) 89.33             <0.001 
Government grants                  18 (4.97)        159 (43.92)           185 (51.10) 
No income source                     0 (0.00)          4 (8.51)                43 (91.49) 
 
Access to government grant   
No              9 (7.56)       32 (26.89)          78 (65.55) 13.79   0.001 
Yes              29 (7.38)       179 (45.55)          185 (47.07) 
 
Hospitalized in the 
last 1 year 
No             32 (6.88)       188 (40.43)          245 (52.69) 8.15  0.017 
Yes             8 (15.69)         25 (49.02)             18 (35.29) 
 
Chronic disease 
No             6 (3.33)      76 (42.22)           98 (54.44)             7.68  0.022   
Yes              34 (10.12)     137 (40.77)           165 (49.11)  
 
Household HIV status 
No             21 (10.05)       81 (38.76)            107 (51.20) 2.93  0.231 
Yes                         19 (6.19)        132 (43.00)             156 (50.81)     
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Discussion 
This study assessed the chronic disease profile, 
health care utilization and financial situation of 
older people in rural, South Africa. The chronic 
health condition with the highest prevalence was 
hypertension as about 50% of the respondents 
had the condition. This prevalence is similar to 
that reported in a study conducted to evaluate 
self-reported health and health utilization in rural 
South where the prevalence of hypertension 
was reported to be 57% [14]. Also, a study that 
assessed the risk factors for heart failure among 
a sub-population of older adults in Nigeria 
revealed that 45% of the adults had 
hypertension [15]. Likewise, a systematic review 
of studies conducted on non-communicable 
diseases in South Africa reported that the 
prevalence of hypertension ranged from 6% to 
as high as 48% [16]. However, another study 
that assessed the burden of hypertension in 
different SSA countries, revealed that the 
prevalence of the health condition is lower when 
the age-standardized prevalence is reported. 
The study revealed that the age-standardized 
prevalence of hypertension was 19.3% in rural 
Nigeria, 21.4% in rural Kenya, 23.7% in rural 
Tanzania and 38.0% in urban Namibia [17]. This 
is plausible since older people are often more 
vulnerable to having chronic diseases compared 
to younger individuals. In this study, 21.6% of 
participants had arthritis. The chronic disease 
with the lowest prevalence was cancer (1%).  
Also, this study showed that age, sex, BMI and 
exposure to risk factors such as tobacco use and 
alcohol use were significant determinants of 
chronic diseases. In particular, having 
hypertension was significantly associated with 
all the risk factors assessed in the study, tobacco 
use and overweight/obese. A finding that is 
consistent with earlier studies [18–21]. This has 
implications for the control of modifiable risk 
factors for these diseases conditions. Access to 
health care by participants was high as 92.02% 
of them had access to health services the last 
time they needed it. Despite this, the overall 
health-seeking behaviour of respondents 
revealed that almost half (46.67%) of those who 
had a health problem in the last 12 months 
resorted to self-medication. Also, 14.1% 
consulted traditional healer and 18.4% did not 
visit any clinic. This suggests that the health-
seeking behaviour and health care use among 
the study participants was poor. This evidence is 
consistent with a study that evaluated self-
reported health status and health utilization 
among the elderly in rural South Africa [14]. The 
study showed that the level of health care 
utilization of older persons was low.  
Among the participants, 53 (10.2%) were 
hospitalized in the last 12 months and of the 
hospitalized older persons, 37 (72.55) were 
hospitalized once, 11 (21.57%) were 
hospitalized twice and 3 respondents (5.88%) 
were hospitalized three times during that period. 
As expected, having chronic disease was 
associated with being hospitalized in the last 12 
months. This is intuitive and has been found in a 
study that assessed the epidemiology and 
etiology of heart failure in the United States 
where chronic disease was shown to be a 
significant predictor of hospitalization [22].   
Furthermore, findings in the study revealed that 
majority of the participants (97.635%) reported 
that they had no financial assistance (i.e. a form 
of social financial support from family members 
and relatives) for purchasing medicines and for 
paying for hospital fees (97.41%). What this 
implies is that they relied on out-of-pocket (OOP) 
means to pay for drugs and hospital fees. This is 
concerning given the possible effects of OOP 
medical expenditures on the financial situation of 
older persons. Also, this could partly explain why 
many of the participants resorted to self-
medication which can indeed lead to further 
health problems for such individuals. Worse still, 
many of the participants reported that they find it 
difficult to receive financial assistance. On the 
other hand, the level of financial aid for making 
non-medical consumption- buying food, clothing, 
paying for transportation and paying for school 
expenses, was higher among participants 
compared with financial assistance for medical 
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consumption. Financial support from family 
members as well as relatives is necessary to 
mitigate against declining economic conditions 
of the elderly, especially due to the effect of 
chronic diseases.  
The financial situation of participants was 
associated with socio-demographic variables 
like age, sex, and current marital status. A larger 
proportion of respondents within ages 50-59 for 
some reasons, experienced declining financial 
situation in the last 3 years compared with 
respondents within other age brackets. Also, 
more females experienced a deteriorating 
financial situation compared with the males. As 
expected, the source of household income was 
associated with much worse financial condition 
with respondents with no source of income 
having the highest proportion of older people 
with much worse financial situation. Efforts 
towards ensuring the reduction of income 
inequality are warranted to provide some 
financial protection for the poorest older 
persons. Similarly, the impact of government 
grants in achieving this can be seen with regards 
to the association between access to 
government grants and financial situation. 
Fewer respondents that had access to some 
form of governments grants experienced 
declining financial situation in the last three 
years. This finding is supported by a study that 
assessed the economic effects of chronic 
diseases in Russia by Abegunde and Stanciole 
[2]. The study provided evidence that suggests 
that unearned income such as government 
grants and transfers as well financial supports 
from individuals’ families and acquaintances can 
provide some form of insurance against 
worsening financial condition, especially during 
episodes of health shocks [2].   
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